Regarding “The value of late computed tomographic scanning in identification of vascular abnormalities after abdominal aortic aneurysm repair”  by Mushtaq, Nadeem et al.
few vascular technologists who were concerned about
the performance of this examination and more than a few
patients who complained about it.
We certainly would not deny the validity of the physi-
ologic observations Dr Gee had made, particularly regard-
ing the medical student exhausted after his or her study of
(we hope) arterial anatomy. In light of his observations, it
may indeed be beneficial to distribute OPGs to our med-
ical students for ocular relaxation. I know we have at least
two in our laboratory that we are not using, and I would
be glad to contribute to such an excellent cause.
The ocular flow velocity data were recorded from
contralateral eyes of all patients but were not analyzed in
this report. There was a wide variety of contralateral
carotid disease that would have made interpretation of
these data difficult and certainly not possible to be strati-
fied on the basis of sex and the small number of patients.
Nevertheless, in the evaluation of normative values in our
laboratory, we have noted no identifiable differences in
ophthalmic artery or central retinal artery flow velocities
between the sexes.
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Regarding “The value of late computed tomographic
scanning in identification of vascular abnormalities
after abdominal aortic aneurysm repair”
To the Editors:
We read the article by Kalman et al (1999;29:442-50)
with interest and were surprised by the relatively high inci-
dence of proximal false aneurysms. We also were
impressed by the number of relatively large diameter grafts
that were used for aortic replacement and would suggest
that the two events may be related. In the article, Fig 2
plots the implantation diameters of 46 of the prostheses
used in the study (the remaining 47 grafts did not appear
in the figure), and it appears that 18 (39%) were of a diam-
eter of 20 mm or greater.
During the last 18 months, we have repaired 109
infrarenal aortic aneurysms with maximum transverse
diameters of between 5.0 and 10 cm. Only one patient
required a graft as large as 20 mm. Table I indicates the
range of graft sizes that were used, from which it is appar-
ent that most patients (80 of 109) required a graft of 16
mm or less.
This difference either reflects a variation in the
anatomic size of the aorta between North America and the
United Kingdom or suggests that technical factors may be
of significance. The latter seems more likely and implies
that the use of larger grafts in this series was necessary
because the proximal anastomosis was fashioned to
aneurysmal aorta in a proportion of cases, thus accounting
for the high incidence of false aneurysms.
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Reply
We thank Mushtaq and associates for their comments
regarding our recent publication. The 94 patients who
underwent computed tomographic (CT) follow-up exami-
nation were reflective of the entire cohort of 668 patients in
the Canadian Aneurysm Study. Specifically, as summarized
in Table I, there was no difference between the two groups
with respect to the graft diameter. Thus, there was no dif-
ference in graft diameter selected by surgeons in the group
that was followed with late CT scanning as compared with
the entire cohort. However, the data reported by Mushtaq
and colleagues shows that the graft diameter was slightly
smaller in their experience with 109 patients in their series.
An analysis of the Canadian Aneurysm Study data
shows that the median graft diameter used was 18 mm.
The distribution for all 668 patients is summarized in the
accompanying figure (Fig 1).
Furthermore, in a multivariate model, we found that
age (P = .022), male gender (P = .001), systolic blood pres-
sure (P = .001), and maximum diameter of the aneurysm (P
= .001) were all related to the graft diameter selected by the
surgeon. We therefore conclude that the small difference
observed between the graft diameter selected in the
Mushtaq series and the diameter in the Canadian Aneurysm
Study are likely related only to patient criteria.
Thus, we do not accept the hypothesis that the 7.5%
incidence rate of proximal false aneurysms that we report-
ed at 8 to 9 years after abdominal aortic aneurysm repair
is the result of the use of larger grafts fashioned to accom-
modate a larger proximal or perhaps aneurysmal proximal
cuff. Further, in a 30-year, population-based study, Hallett
and associates2 reported that after a mean follow-up peri-
od of 5.8 years anastomotic false aneurysms were found in
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Table I. Range of graft sizes
Size of proximal Bifurcated
anastomosis (mm) Tube graft graft
14 mm 5 11
16 mm 23 41
18 mm 10 18
20 mm 0 1
